_ MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —63—-0{)'—')206

DEPARTMENT OF PUSLIC HEALTH AND HELFARK SATERL
AMENDED i - : rifary Regmraﬂun District’ No. B_D_Q_bdeglmar‘l No. __LJ 1 'E Numeer

. pugg OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If 1mhMlon Residerice - beforl
a. COUNTY .a. STATE ) . b. COUNTY admission
Missove; MovRoE™ )

b. CITY {if outside corparate.limits, .give TOWNSHIP, only} Length of stay in 1b c C(_IJLY Inside Limits-
TOWN : ’ p ' ain !
o o/om b8 A5daMA || O™ Paos Yo O No
1. FULL NAME OF_ (if NCT in hospitai,.give Iocahen) Inside Limgs d. STREET- {tf outside; give location) Reside on Farm |

HOSPITAL OR, P ’ ADDRE
RS Ui 7y E o Lo | 0 giar mente vgien

3. NAME OF DECEASED First -Middie’ Last 4 <DATE Month Day “Year:

[Type or print) . y OF .
Syluin Ricks Hobbs | **™ Febroaey 17 1963
5, SEX . 6, COLOR OR RACE 7 Mamed I~ Never erl'led ‘0O 18. Date: Ow 9. AGE (last birthdey) [ IF UBDER ! YEART iF UNDER'2M4 HR
- ‘Widewed: Diverced s [Months | Days | H in.
w/, .’L& i [ ivorced '] ? I ays ours I

1Ca. USUAL . OCCUPATION (Give kind of work:done | 10b. KIND OF BUSINESS OR. INDUSTRY| BIRTHPLACE [City:and state or mun!hr) LF3 CITIZEN OF WHA;"%O NT;"

ring most of working. life, even if- reflred) Anvr?regy S
,.Yé 3; _Mome Y Moa/farr Couw t of Arcrich .

"13b. MOTHER'S" MAIDEN  NAME 14. WAME .OF HUSBAND OR WIFE

Awdrews Rieks HL:ce 04’&’. /-/meuig‘ tHobbs
© 15. 'WAS'DECEASED EVER IN'US.. ARMED FORCES ‘| 16. SOCIAL SECURITY NO.. INFORMANT
{Yes, ‘no,.of unlmown) (if 'yes, give war or dates of

. - a/wcer:f; -/y o f m,_;,rmg /))ad/cd[ Acoros
18. CAUSE OF DEATH (Enter only one cause-pe INTERVAL BETWEEN
PART |: DEATH WAS CAUSED B\ : T . ONSET AND DEATH

IMMEDIATE CAUSE (o)

Conditions, if any,] 'DUE 70 (5) ‘,(ﬂ 2 3 t‘,_ :

DATE AMENDED

/3142 B
DOCUMENT

which: gave rite'te
above. cause (a)
stating .the under-

INSTEAD OF

DUE TO- (c)

i’ART Il. . OTHER SIGNIFICANT, CONDI'I'IONS CONTRIBUTING TO DEATH but not-relsted to the ferminal PART 111. if daceased war  female was
disease condition gnvan 'in PART |-(a) ) “ there a pregnancy in ‘Tast 90 days.

I:]Ye: O Ne I [ unknown

19 WAS AUTOPSY 20a. ACCIBﬁ SUICIDE HOMICIDE . DESCRIBI W IB7JRY ICCURRED. (Enter natyre of RT 1 or- PART tl of item IBZ
2_ au_f;- re

20c. TIME- OF Hour Month, Day, Year

i‘é‘ﬁ @"‘ap o/ 23-6°

204, INJURY OCCURRED 20@ PI.ACE OF INJURY [e.g.,.in or sbout home, | 20f CITY TOWN, OR LOCATION.

WHILE AT WORK O . farr m:lnry, street, office blidg., et ) .
NOT WHILLE AT WORK . Z . ‘ s{l ’ Bi éz ! m

él'. b aﬂen’déﬂ the deceased fr nd last -saw !.--Iwe on__L_,_LL—.—
N Dealh occurred at. m on the date steted sbove,.and to the best. uf my’ knuwladqe, from the causes stated.

r “titla) 22b, ADDRESS 3 ) 22¢.:DATE:! SIGNED

Nt/ ( a, o |2/ 7463

236, DATE T Hac. _NAME OF CEMETERY OR CR! M__A‘rom' “2d.. LOCATION (City, :town, of “county) [State)

lying " cause |ast

BLACK-INK' * &
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MEDICAL CERTIFiCAﬂdN

~ OR
TYPEWRITER RIBBON

2/2/189¢

24. FUNERAL DIRECTOR

MEM NC.| SHGULD READ

BY AFFIDAVIT OF _




STATEMENT. BY LICENSED EMBALMER

I Ht;rel;;/_oérfify that 1he‘body whose name is recorded on the reverse side of this certificate was embalmedr by me,

or by L = Student Er_nl:_:almer No.

working under. my personal supervision.

Student Signed W

Signature of Student Embalmer . /

Licensed Embalmer No 7/&& 0
P. O. Address, ;M;;; %'OI

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure fo comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed fact should be so stated above. T

»




